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Physical Aspects
The immediate effects of childbirth vary greatly.
There is a massive diuresis in the first few postpartum days: infection of the renal tract is the commonest single cause of fever occurring in the puerperium.
Trauma to the genital tract during childbirth may lead to pain and discomfort and this may be made worse by perineal tears or hiemorrhoids. The tendency for women not to breastfeed their babies is deplorable; sometimes the nursing staff do not have the time or patience to help a mother, particularly if it is her first baby. The orthopedic effects of childbirth include injury to the pubic symphysis and foot drop; regular physiotherapy is of great value.
There is a danger of deep vein thrombosis and embolism in the post-partum period, and large amounts of oestrogen to suppress lactation should be avoided. Complications seen at postnatal visit: Six weeks after delivery the woman's general condition should be assessed. Many women feel tired and suffer from backache due to lumbosacral or trapezius strain. At this time family planning should be discussed and postnatal departments should be linked with family planning clinics. Remote effects of childbearing include muscle weakness, possibly leading to prolapse, chronic back strain and obesity, or the opposite condition with wasting and persistent amenorrhcea.
Conditions in lying-in wards should be improved. Too often postnatal wards are overcrowded and noisy, and facilities for toilet, washing and day-room accommodation are lacking. Physical effects of childbirth can be greatly mitigated by adequate rest, good nursing, adequate physiotherapy and pleasant surroundings. Psychological Reactions to Childbirth Psychological reactions to childbirth range from transitory weepiness in the early puerperium at one extreme, to full-blown puerperal psychosis at the other. In between are an intriguing variety of reactions, including states of anxiety and tension, psychosomatic disorders, ominous psychotic states which peter out after a few days, and above all depression, lasting days, weeks, quite often months and occasionally more than a year. Some causes of baby battering belong properly to this group of post-partum crisis reactions too.
Discussing some of these disorders separately, I do not wish to imply that they are necessarily quite distinct. Indeed, it seems more likely that they lie along a continuum. In increasing order of severity, then, the psychological reactions to childbirth are:
(1) Maternity 'blues', occurring from the third or or fourth to the tenth day, are a phenomenon in the lying-in wards so common as to be taken for granted. The incidence has been shown in diverse studies to range from 50% to 80%. The symptoms are mild depression, anxiety, and minimal intellectual clouding (confirmed by psychological testing at this time), causing a feeling of being a bit slow on the uptake and 'not quite with it'. The duration of this state is from an hour or two to a couple of days. Hosts of reasons are given by subjects for why they feel like this, but they do not distinguish those who get the blues from those who do not. Nor is there any evidence of personality predisposition. My own study (Pitt 1973 ), which showed a peak incidence on the third post-partum day, found only that the 'blues' was significantly associated with difficulty in starting breast-feeding. I should think the condition is very probably a reaction to the precipitate drop in hormonal levels after parturition.
(2) Depressive and anxiety states: In a survey at the London Hospital (Pitt 1968 ) I found that of a random sample ofjust over 300 women delivered there almost 11% developed, before attending the postnatal examination, a state of depression, unusual in their experience, lasting longer than a month and at least partially disabling. The depression varied a bit from day to day, tended to be worse in the evenings, and was associated with fatigue and irritability towards the spouse and other children, anxiety (especially over the baby), anorexia, insomnia and lack of libido. I found the same incidence of this form of puerperal depression in a later study in another maternity department and, interestingly, a higher one in a survey of domiciliary deliveries, 15% of which were followed by depression. A large general practice survey organized by Dr Katharina Dalton (1971) showed the incidence of this kind of depression to be 7 %.
In my original study, depressive mothers were found to be more neurotic and introverted than their controls. They did not differ from them significantly in respect of obstetric complications or other obvious stresses nor, interestingly (and this was also Dr Dalton's finding), in having a previous psychiatric history. Jansson (1964) , in Scandinavia, has shown that puerperal depressives are not liable to depression at other times.
Of my London Hospital depressives 12 of 28 followed up one year later (4 % of the random sample) had not improved, a finding of grave implications for the mother's mental health and the family's happiness.
On the other hand, sessions spent meeting mothers in the postnatal clinic in the last two or three years have taught me that these are merely the worst of a much larger groupone-third, indeed, of those attending the clinicwho experience some depression or anxiety beyond what they are used to, which has, however, passed off within a month or so after delivery.
My early point about baby battering is that some depressed mothers feel quite hostile to their babies, their irritability is directed towards the infant, and occasionally they let fly. Most baby batterers are deprived, disordered and inadequate personalities. Some, however, are not; they are suffering puerperal depression, and its relief removes the hostility.
(3) Puerperal psychoses: These are just like psychoses developing at any other time, except that they are more acute, take a few days before revealing finally just what form they are going to take, and the thoughts are largely centred on the baby. Many studies have shown that the women who develop these psychoses are, in their family and previous histories and personalities, very like women who develop psychoses at other times: i.e. there is a strong constitutional pre-disposition. Although full-blown psychoses occur after only about 1 in 500 births, this means that for three months after having a baby a woman is more at risk of admission to a psychiatric ward than at any other time in her childbearing years. The risk is greatest between two days and two weeks after delivery.
Aformefruste of puerperal psychosis is perhaps more common than the full-blown picture. There are women who behave in quite a bizarre fashion for a night or two in the lying-in wards, often with paranoid, hypochondriacal or mystical ideas, but who settle very satisfactorily with tolerance and one or two of the psychotropic drugs.
Treatment
The 'blues' do not need treatment, while the puerperal psychotic usually requires admission to a psychiatric ward (preferably with her baby) and the usual physical treatments -drugs and electroplexyand psychological measures appropriate to the form of her illness. Her prognosis is then very good.
The puerperal depressive does very well with psychotherapy, 'allowing' her her bad feelings in an uncritical and accepting way, helping her to offload and providing moral support. Antidepressives (and sometimes a tranquillizer) are often useful. However, the condition cannot be treated if it is not diagnosed, and it often isn't. Depression is as common and as serious a complication of the puerperium as urinary infection. I would therefore make a plea that at the time of the postnatal examination we ask the question 'Are you depressed?', and find time to listen to the answer.
